
ifJ!I Davis
COUNTY 

HEALTH DEPARTMENT 

last Name: 

�guag_!j 

Address_j 

Cell Phone#. 

Primary Health lnsuraoce1 

I� 

Davis County Health Depa1tment 
INTERl�ATIONAL TRAVEL CLINIC 

First Name: Middlg Date of Birth rmm/dd/y_y) 

□ White O Asian O Black Etti...nicity 
D American Indian D Alaskan Native
D Pacific Islander 0 Hispanic D Non Hispanic 

g__tt � 

t\lternate Phone#. � 

Clearfield Clinic 
22 South Slate 

Clearfield, UT 84015 

801-525-5020

Patient Age 

Gender 
,-

□ Male D Female 

�� 

�l'.li lnsuran� Policy Holder_;_ (Exaict Name.at listed..Qn_Cardi 

Insurance Policy Holder Date of Birth: Relationshio to Patient: Home Address of Policy Holder if Different than Patient� 

(mm/dg/yy) 

Sy signing !his form, I understand IN.: Oav6 Coonty Health 0:-P3rtm:.nt e,q;eas paym:nt at !he tun: of service unless 01her bang arrangemems M.� � made. I unde-rstand that all 
charges incurred are my responsibility. tf the Davis County Health Oep,artment has a contract with my insurance company, only services covered by my plan will be p,aid. It is my 
responsibility to knowv.-hat my plan covers and agree to pay any portion not covered. I understand that if the Davis County Health Department does not have a contract with my 
insurance company. I am responsible for all charges incurred. 

� siina:uri: in<fica:es tha: I h3Ye reviewed and re:id 3 COVf of th: Notioe of Privacy Practice (Hl?FA), and have explained t o  me th: Vacoile Information St at�, (VIS) fot each 
vaccane I 31 I am requestrig l!E gi\$1 IO the pe,son named on !his form. I furt� r�ase !he Davis county health depMment from hbility r�arding itnmuniz3tion s:-f'Vice,s rend:<ed. 

PJmU.NAMEl 
[
SIGNATURE: PATE, 

RelationshiQ;, 0 Self D Parent or Guardian Staff Initials: 
---

PAYME:0-T SECTION For office use 

CashS Credit S Check #IS VFC Eligible D By 

IIR.\\ "EL I:'\FOR\L.\TI0:0-1
Date of de2arture:•1 Date of Return� 

lbt all countries to be ,·hited' 

1. 

2. 

3. 

PURPOSE OF TRIP: (check all that apply) 

D Business/\Vork D Missionary D Visit family/friend 

D Humanitarian □ Vacation D Other 

ACTI"v1TIES: (check all that apply) 

D Automobile travel 

D Cruise ship tra,·et 

D Motorcycle/bicycling 

□ Tour bus

D Fresh ,vater: ri,·ers/lake.s

D Ocean/salt water

ITotal Length ofTrip:1 I# People tnnling with ,·oil 

Ci tie:. to be ,i:.ited in order of ,isin 

TYPE OF TRW"EL: 

□ Rural □ Guided

D Urban D Flexible itinerary

D Rafting/kayaking 

D Scuba diving/snorkeling 

D Altitude >8,000ft (2500m) 

ACCOMODATIONS: 

D Fixed itinerary □ Hotel
□ Hostel

D Independent D Family/ 
D Tent/Camping 

□ Other:
Friends 

D Field work D Animal contact/hunting 

D Caving (spelunking) D Other _____ _ 

D Sun expo.sure 
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Xame 

PERSO:-iAL :\IEDICAL HISTORY /1:-iFOR:\L.\TIO:-il
Th-: following q.u>:.>tion;; wi11 help us det,mnine which vaccine> you may be given today. If you ans:wer "ye;;

., 

to any question, it does not n>:ce;;sarily mean 

you should not b.e vaccinated.It jmt mean.> additional questions must be asked. If a question is not clear, plea:.e ask your healthcare pro,;ider to explain it. 

Do vou smoke? □ Yes D No 

Are you allergic. to any of the following? 

D Bee stings D No known allergies 

D Etythromycin 

□ Neomycin

D Polymyxin 

D Sulfa 

D Streptomycin 

D Zithromax 

D Baker's yeast 

D Chickens/Eggs D Other ____ _ 

D Gelatin D latex D Vaccine components 

MEDICAL DISEASES OR CO:-iDITIONS 

Check if you have/had any of the following diseases or medical c.onditions 

D No medical diseases or D Cancer D Heart Disease/ Attacks D Pneumonia D Thtombophlebitis/ 

conditio11s D Diabetes 
D Asthma/ Lung Disease D Epilepsy/seizures 

D HIV/AIDS D Splenectomy blood dot 

D Kidney/liver Disease D Stroke D Tendonitis 

D Blood Disorder D High blood pressure D Mental/emotional condition D Thymus disease/Thymectomy D Other _ _ _ _ __

:\IEDIC..\TI� 
fin.elude DtescrivtUms conrrac til:es. ,,ifamins. antacids antibWtics herbal and O\'er-the-couuter or write XA Not Annlicable) 

�ledicarion Reason for Takini Medication Reason for Takin2 

I. 4. 

2. 5. 

3. 6. 

Sc.reening Questionnaire - Please complete for the person to be vaccinated j'i� - 0 illi 

Are you skk today? E.�plain: 

Reoei\·ed any vaccinations in the past 4 weeks or TB test? If yes, what vaccine'?: 

Had a serious re.action after re.cei\ing a vaccination? E:\.-plain: 

Owing the past year, receh·ed a transfusion of blood or blood producb, or beeo gh·en immune (gamma) gJobulin or an anthiral drug'? 

Have you taken oortisone., prednhone, other steroids, anti-cancer drugs, or bad radiation tre:atment in the last three months? 

Have you taken immunosuppre.ssive medications (cane.er, leukemia, lymphoma, organ tramplant, rheumatoid arthritis, Crohns, 
ulcerative colitis) 

Have you e\·er taken anti-malarial medication'? If ye$, what medication: Did you tolerate it well? □ Yes □ No 

At-risk for blood-borne infections such as HIV, AIDS, or Hepatitis B? 

(Females): Are you pregnant or is there a chance you could become pregnant during the next month? 

(Females): Are you CWTently breastfeeding? 

--- Additional Questions for COVID Vaccine --- j'i' - 0 YeS 

Have you receh·ed a dose of a COVID nc.cine? If ye$, which vaccine'? 

Have you receh·ed monoclonal antibodies or com-ale$cent plasma for COVID to pre\·ent or treat COVID-19? 

Have you tested positive for COVJD in the past 10 day,? 

Do you have a health condition or are you undergoing treatment that make.s you moderately or se\·erely immunooompromised'? 
Ex: Car11:er, HI\i, organ transplant, immunos.uppres.si;:e drugs or therapies., high-do;: corticos.t:ro.ids. or others 

Have you had blood disorder, myocarditisJpericarditi.�, heparin-induced thrombocytopenia or Multisystem Inflammatory Syndrome? 

Do you have dermal fillers (cosmetic medical de,ice implann)? 

Have you e\·er bad a se\·ere allergjc reaction (anaphylaxis) to anything? List: 
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